Against a background of three-and-one-half years' experience in medical practice among African tribal populations, eight years of psychiatric service to Canadian Indian people, and formal studies in anthropology and sociology, I propose to discuss the following questions: • Can Western psychotherapy be successfully applied to non-Western patients? • What are the crucial differences between the typical Western, middle-class psychiatrist and the non-Western, tradition oriented patient, and what is the effect of these differences on the psychotherapeutic interaction? • What are the factors that make a different psychotherapeutic approach necessary in the case of the non-Western patient, as compared to his Western counterpart?t Can. Psycbiatr. Assoc. J. Vol. 21 (1976) The psychiatrist, like any other person, will be inclined to interpret his data-the symptoms and the behaviour he observes-according to his, the observer's, own sociocultural background. Modern psychiatry is a product of Western culture. A Western patient and his psychiatrist know fairly well the roles they have to play during their encounter. Through popular literature, radio and television, the patient has a stereotyped image of the psychiatrist. He expects certain questions and has a notion why they are asked. In general, he is willing to reveal his feelings and discuss his personal problems. He knows that psychotherapy is time consuming and requires patience and frankness and that his full cooperation is necessary in order to obtain effective help. Depending on the style of the individual therapist, family members might be involved in treatment, but basically psychotherapy is understood as a meaningful dialogue between the psychiatrist and his patient. Patients often become strongly attached to their therapist, rewarding him with grateful and respectful behaviour; they usually keep appointment-times and pay their bills. Of course there are exceptions, 354 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 21, No.6 especially among psychotic and poorly motivated patients, but these are either transferred to hospital care or drop out of psychotherapy before they pose a major problem to the therapist.
In my work with African patients, I had to resign myself to the fact that verbal communication was limited. By mutual agreement, any form of psychotherapeutic attention was therefore reduced to simple suggestions. Since most Coast Salish Indians speak English sufficiently well, the situation in Canada was different and psychotherapy at first glance appeared much easier. I therefore decided to treat the Indian patient just like any other Canadian. This however, turned out to be a frustrating experience both for patients and therapist. Since verbal communication as such was perfectly possible, the misunderstandings on both sides became painfully apparent and I had to admit to myself that there was something desperately lacking in the psychotherapeutic encounter. I therefore had to question why the usual procedure in psychotherapy turned out to be impracticable, and to find out in what way the Indian patient differed from the Western patient in psychotherapy.
The region from where Indian patients came, the Fraser Valley of British Columbia, is part of the Northwest Coast Culture area. It was settled by Europeans some 80 to 100 years ago but a growing population of about 5,000 Indians of the Coast Salish nation remain scattered on small reserves throughout the valley. Contact with the white population has led to sociocultural disintegration rather than to acculturation of the Indian people, many of whom still keep up a traditional life-style based on hunting and fishing, supplemented by seasonal employment in forestry and agricultural industries.
The Indians of the area under discussion have only superficially adopted Western culture. They have little, if any, notion of the function of a psychotherapist. To them a psychiatrist is still the alienist who manipulates "crazy people", locking them up in a mental hospital and doing all sorts of terrible things to "keep them quiet". The Indians' factual knowlege of Western psychiatry is usually limited to some dramatic event such as when an acutely psychotic person, displaying violent behaviour, is removed from the reserve by police and shipped to the mental hospital. Horror stories are told by returning patients, about padded cells, electroshock and powerful injections that' 'knock you out" .
The apprehension experienced by Indians vis-a-vis psychiatric treatment is well expressed in the following advice given to a young Indian by his grandfather: "The white man has two ways of getting rid of Indians who make trouble for him: he puts them in prison or in the mental hospital. Stay away from the mental hospital! If you go to prison you always know how much time you have to do; but you never know when they will let you out of the mental hospital!"
No wonder therefore, that Indian people try to avoid contact with Western psychiatry and rather look for help from their own resources. Emotional disorders are still in the domain of indigenous healing. But there are numerous Indians who either do not believe in traditional cures, or who fail to recognize the psychogenic basis of their symptoms and seek help from general practitioners who refer them for psychiatric treatment.
Having briefly summarized Western and Indian attitudes towards modem psychiatry, we can now explain how and why the Indian patient and his therapist have mutual difficulties in the psychotherapeutic encounter.
When I started my practice the Indian patients often appeared virtually petrified when coming for their first interview. They seemed unable to see in me a therapist who was eager to help, rather they perceived the psychiatrist as an overwhelming authority figure, in collusion with law-enforcement agencies, ready to lead the patient along the road of incarceration or confinement in the mental hospital. In contrast to the Western patients, the Indians therefore often reacted with apprehension to the usual enquiries of the therapist, mistaking them for the kind of interrogation they know so well from their dealings with police. Probably fearing that statements they made could harm them or their relatives, many patients did not speak at all. Many a psychotherapist has experienced the difficulty of facing a noncommunicative patient. We have several techniques to overcome this anxietyprovoking situation. An inviting smile, some sympathetic remarks and other devices will usually ease the tension and help the patient to muster enough courage to open up in a psychotherapeutic encounter. The Indian patient, coming for the first time, had no clues about what to expect and the conventional devices just did not work. The patient might have wanted help but did not know how to behave, and I was at a loss about how to approach such a patient. Interpreting the patient's silence as hostile defiance, and unable to endure this for a long time, I found myself conducting a monologue during most of the session. Seizing upon any remark the patient made, I would tend to conjecture about the problems ,which I presumed the patient to have, "Classical" Western psychiatrist No experience of acculturation stress Upbringing in Western middle-class milieu Inner-directed orientation Belief in individual solutions Intrapsychic conflicts seen as most relevant. Existential anxiety seen as resulting from lack of meaning in life Emphasis on scientific knowledge (rational) Disease primarily seen as phenomenon of nature, devoid of moral implications Physical and mental illness seen as distinct entities Treatment viewed as "profane" and , 'scientific' , Tendency to explain the incomprehensible by psychopathology Social rank predominantly seen as depending on education and income and to offer suggestions which appeared appropriate to a Western person, but which certainly in many cases had no practical value for the Indian patient and only augmented his apprehension and confusion. Needless to say, both patient and therapist were happy when the session was over and many Indian patients failed to turn up for further appointments. It was obvious that the Indian patient required something more than what is implied in the usual criteria for good psychotherapy.
Experiences of initial failure in psychotherapy such as this are certainly made by many therapists working outside their own culture, but are often dismissed as being caused by "poor motivation" and "lack of cooperation" on the part of the patients. Very often, however, this failure derives from socioculturally determined factors which decisively influence therapeutic transactions but tend to be overlooked. It may be useful, therefore, to summarize in a synopsis the factors which characterize the differences between the Western psychiatrist and his non-Western clientele.
Non-Western patient
Experience of acculturation stress Upbringing in non-Western traditional milieu Tradition-directed orientation Belief in collective solutions Extrapsychic (social) conflicts seen as most relevant. Existential anxiety resulting from fear of not surviving Emphasis on magic knowledge (arational but not irrational) Disease frequently seen as phenomenon of the supernatural, full of moral implications No essential distinction made between physical and mental illness Treatment seen as "sacred" and "magic" Tendency to explain the incomprehensible by supernatural powers Social rank predominantly seen as depending on age, birth, and inherited status Social obligations mainly towards nuclear family Children not viewed as absolute necessity and not universally desired Few, if any, ceremonial functions considered indispensable Outlook geared towards future: experimentation and innovation seen as desirable Individual geographic mobility high, therefore few and short-term commitments Therapist paid by insurance plans according to service-time without reference to patient's circumstances
The different culture specific, ethical, ideological and semantic systems operant in tradition-oriented non-Western societies and in modern Western society lead to a very different world view and outlook on life in the Western psychiatrist and in the non-Western patient. From my own therapeutic experience I would predict success in psychotherapy with non-Western patients contingent upon the therapist's ability to understand these basic differences and to take them into account in his approach to the patient. In order to further evaluate the symptom formation manifested by his non-Western clientele, the Western psychiatrist must make an effort to fully comprehend the mores, the value system, and cognitive structures which determine "normal" behaviour in the particular culture, so that a therapeutic climate of genuine mutual understanding and consensual validation can be created in the doctor-patient relationship.
When I set out to study the local Indians' history, mythology, ritual and social behaviour, this was appreciated by the people. I became known among Indian leaders and ritualists and was invited to watch ceremonials and healing. performances usually closed to non-Indians. Discussing with the Indian healers and observing them at work, helped me to realize why the Western approach in psychotherapy was misunderstood by Indian patients. The indigenous Social obligations towards extended family, clan and tribe Children viewed as absolute necessity and universally desired Numerous ceremonial functions indispensable Orientation towards past; preservation of old techniques and guidance by traditional experience seen as desirable Individual geographic mobility very low, therefore numerous and long-term commitments Indigenous healer paid by patient or relatives according to success and to patient's wealth and status healer is endowed with supernatural power. He "searches" and "recaptures" the sick person's "lost soul" or extracts the sick-making power, guided mainly by intuition. The patient himself is passive during the healing ceremony; he leaves it to family members to discuss his symptoms with the healer and lets the Indian doctor manipulate him in whatever way he chooses. In this environment the patient knows what to expect and what role to play. This experience as a frame of reference would explain the Indian patient's peculiar lack of initiative when facing the Western psychiatrist. In his opinion it is unnecessary for the therapist to ask many questions and if he does so, he only shows diagnostic incompetence and lack of healing power. During an Indian healing ceremony the family members, relatives, neighbours and friends take part in the procedure. The sick person experiences the support of all these people, but in Western psychotherapy he is alone and feels unprotected. The Indian healer has strong suggestive power; he instills in the patient the belief in supernaturally sanctioned Indian healing rites and reinforces the values of traditional Indian culture. Since mental or emotional disorder in Indians on the reserves today is often directly or indirectly connected with acculturation stresses, this reorientation towards Indian culture is in itself therapeutic. Unfortunately, modern Western psychotherapy with its individualist and rationalist bias tends to alienate the Indian patient even further from his cultural roots.
If the Indian patient accepts this bias unreservedly, it will further alienate him from his people and make it more difficult for him to cope with life on the reserve. Indian healing procedures last for hours and continue far into the night, but improvement is expected after one or two such curing rites. No wonder, therefore, that the Indian patient finds it difficult to have confidence in Western-type psychotherapy when each treatment session lasts no more than one hour, but the patient has to return many times for weeks or even months before anything is achieved.
Recognizing this difference in expectation, the Western therapist must try to afford his Indian patient at least some symptomatic relief as quickly as possible. The first few interviews should be relatively brief and devoted to enquiries about psychophysiologic symptoms. While anxiolytic medication alleviates the patient's sleeplessness, lack of appetite, headaches and other anxiety symptoms, the therapist has some time in which to gain the patient's confidence. Once the patient does feel relief from his immediate complaints some of the initial apprehension will disappear. In the meantime the therapist should use his knowledge of the patient's culture to find a common ground on which a dialogue can be based.
Having noticed the Coast Salish Indians' predilection for mythological themes and story-telling, I devised the following method to obtain material for psychotherapy. Under the pretext of memory testing, the patient is presented with a European fairy tale and asked to retell it immediately. Since the story chosen for this purpose contains elements familiar to the Indians from their own mythology such as animals which talk and have magic power, Indian patients usually enjoy the story and amuse themselves by adding self-invented details when retelling it. The Indians are used to story-telling; the patient therefore ttPersonai communication; letter to author, December 5th, 1973 feels safe and much of his initial anxiety disappears. It is then easy to encourage the patient to tell a story from his own culture, or to make him reveal his feelings when an Indian myth is presented to him by the author. Most patients are able to catch on to this medium of communication; the use of mythology in the psychotherapeutic dialogue. With some knowledge of the Indian patient's life-style and culture, appropriate questions and comments can be made without disrupting the emerging therapeutic relationship. A similar technique of using Indian mythology in psychotherapy with Indian patients has also been employed independently by Dr. Carolyn L. Attneave, tt to whom the idea was originally suggested by one of her Indian patients.
In this way the Indian patient can gain the rewarding experience of a vivid exchange of thoughts and feelings. Soon he forgets his usual concern about making a good impression on the therapist, and a genuine basis for therapeutic growth has been laid. The therapist can now begin to deal more specifically with the patient's problems. Once the patient's confidence has been established, his family must be involved. Joint sessions with close relatives help the family to understand the patient's problems and the therapeutic goals. The close cooperation of Indian community agencies and organizations is often sought as it may be essential to initiate necessary social assistance or to promote positive social changes.
The following two cases are presented here to illustrate some typical problems of Indian patients and a culture-congenial approach to psychotherapy.
Case 1
A young Indian woman had left her husband because of his drinking problem which had led to violent scenes, marital infidelity and quarrels. She returned to her parents' reserve with her little daughter. She was referred for psychiatric treatment because of severe anorexia, sleeplessness and depression. In the beginning of our encounter she was apathetic and withdrawn, relating very little of significance. When she was told the European story she smiled for the first time and listened with interest and apparent enjoyment. Although she had complained about loss of memory, she was able to reproduce the story well, adding some personal details. While listening to the Indian legend, however, she was hiding her face. The legend tells about angry wives canoeing down a river to retaliate against their unfaithful husbands for eating all the fish on the spot instead of sharing it with the family during a time of famine. The' 'Transformer" , a culture hero of the Coast Salish who is often viewed as their greatest shaman, helps the husbands escape by changing them into birds. My patient appeared embarrassed when asked to retell the story and explained in a halting voice -"I could not listen well -the story upset me -there was more in it than was written -old Indian religion and that" . In her effort to explain why she was upset she gave up her reserved attitude and began to talk of her fears and other problems. She explained that her father who disapproved of her leaving her husband had threatened to "give her up" to an Indian Doctor so that she would be "transformed" into a spirit dancer as punishment for her having been an "angry wife". She did not want this to happen and was very afraid of being forced into it. From now on psychotherapy became productive. The patient gained insight into some of the psychodynamic factors determining her problems. She had always been strongly attached to her tradition-oriented father, and had been disappointed with her husband's very different attitude as he wanted to be "modern" and leave the reserve. It became clear to her that by refusing to be made into a spirit dancer she actually rejected the traditional way of handling marital problems, and she found out that her 'thinking was more "modern" than she had been aware of. She began to view her husband in a different light and was able to motivate him to participate in therapy. In conjoint sessions they were then able to work out that his drinking problem had in part been due to her hostile, rejecting attitude towards his life-style. She recovered from her depression, returned to her husband and appears to function well. ease 2 A Salish high school girl, from an Indian reserve was brought to the hospital because of a serious suicidal attempt. On the psychiatric ward she remained seclusive and depressed, not responding to any attempt of psychotherapy. She left the hospital just as depressed as when she came in but agreed to psychotherapeutic follow-up. The girl obviously wanted help but could not find the way to express herself to a non-Indian therapist.
She was only able to talk superficially about difficulties at school and problems with her boy friend. When I introduced myth and story-telling in the session she responded with interest. She retold the European story with great amusement, eagerly awaiting the next task. But, when hearing the local Indian legend she was perplexed, stared at the therapist in astonishment and, forgetting her usual shyness, burst out -"How do you know about this? This is an Indian story. I thought you white people -well, I mean, that would not concern you -it has to do with power of Indian women -they use blankets to cover one up -(referring to procedures during spirit dance initiation)these women told me that if I would be their first baby (initiate) I would not have to pay, but I am terrified. There is somebody behind me all the time. They wrap you up in blankets, then beat you until you're bleeding-blankets have power, therefore the men ran away. I cannot remember the story, because I forgot to listen. "
The Salish legend placed this girl right back into her traditional Indian world where she was obviously still at home, but which in ordinary life was kept strictly separated from her Western world where she went to school and interacted with the non-Indian peer group. Realizing that she could talk about "Indian ways" without being rebuffed or being ridiculed she now poured out the traumatizing experiences which had led to the suicidal attempt. She had lost her father in a fishing accident a few years ago and had felt haunted by his spirit. Her mother, fearing that her daughter would one day be taken by the ghosts of dead relatives to the land of the dead, wished for her to become a spirit dancer to be protected against these threats, but could not afford the cost of initiation. When a group of female ceremonialists offered to do the "work" free of charge if the patient would be the first new dancer of the season, there seemed no escape for her. The girl firmly believed that in the process of initiation she would be "clubbed to death"-an expression used to denote the symbolic death and rebirth which has to take place before one becomes a spirit dancer. She thought that if she had to to die anyhow, she would prefer the more peaceful way of taking an overdose of sleeping pills to the ordeal of spirit dance initiation. I was able to discuss the Salish ritual with her as I had observed the procedure many times, and succeeded in alleviating her anxiety. Since she and her mother had strong faith in the Indian Doctor's healing powers, she was now ready to accept his help, even under the risk of having to be initiated. Her depression vanished as she went through with his treatment and also finally became an Indian dancer. Now she never fears her father's spirit, is back to school and lives a normal life on the reserve. Further psychiatric intervention has not been necessary. A disturbing neurodermatitis on' neck and' hands, which used to exacerbate in times of tension, also disappeared completely. I hope that these two case histories demonstrate the necessity of understanding the culture-specific psychological problems of the Indian patients. Without having acquired knowledge of the local Indian culture, I, would never have been able to reach their real problems in psychotherapy.
Summary
Whenever a Western-trained psychiatrist is faced with the challenge of treating patients from a non-Western society, his responsibility is greater than when treating Western patients. He must acquire sufficient knowledge of that culture in order to distinguish between genuine psychiatric illness and culturally determined pathomorphic, that is illness-like, but not pathologic, states. He must also be able to gauge the degree of acculturation in his patient and to judge whether a therapist or indigenous healer of that very culture would not be of more 'benefit to this patient than Western psychiatry.
Resume
Lorsqu'un psychiatre forme dans l'occident fait face au defi de soigner un patient qui vient d'une culture Indienne sa responsabilite est plus grande que lorsqu'il offres ses services a des patients de sa propre comrnunaute. II doit acquerir des connaissances suffisantes de la culture de son nouveau patient, afin d'etre a meme de distinguer la veritable maladie psychiatrique et culturellement determine par sa pathologie, c.a.d. qu'il doit etre egalement capable d'evaluer les degres d'acculturation de son patient et de juger si un therapeute ou un guerisseur indigene de la meme culture que ce dernier, ne lui sera pas plus benifique que les services d'un psychiatre de formation occidentale.
That which enters the mind through reason can be corrected. That which is admitted through faith, hardly ever.
Charlas de Cafe
Santiago Ramon y Cajal 1852 -1934
